Introduction
Care home residents are at increased risk of developing care complications. Care complications are common conditions in care home residents and often arise from risks associated with their illness. Care complications can affect the health of the resident, reduce the person's quality of life and are usually accompanied by pain, which may result in disability, social isolation and increasing care dependency (Tannen et al 2009, Care Inspectorate and NHS Scotland 2011) . Therefore, interventions are required to prevent or treat these conditions (Halfens et al 2011) . This article discusses three common care complications: pressure ulcers, malnutrition, and falls (Box 1). Other care complications, such as incontinence, intertrigo and physical restraint are beyond the scope of this article.
TIME OUT 1
Ask your colleagues which care complications are most commonly encountered in care homes or hospital settings. Identify which of these conditions were present at admission and which have developed during the person's stay in the care home or hospital?
Assessment tools for care complications
Assessment, in particular risk assessment, is an essential aspect of nursing care
nursingstandard.com volume 31 number 2 / 7 September 2016 / 55 (Mertens et al 2008) . Risk assessment is an objective evaluation of risk in which assumptions and uncertainties are considered and documented. In risk assessment, the use of a structured approach to identify individuals at risk of developing care complications is recommended as the first step in prevention and early awareness of potential care complications (Dijkstra et al 2015) . Assessing a resident's risk of developing care complications raises awareness of these potential issues, which can improve the effectiveness of nursing care.
Validated and reliable assessment tools are important in nursing practice, since they can be used to assess care complications such as pressure ulcers, malnutrition and falls (Dijkstra et al 2005) . A range of risk assessment scales are available, some of which have been developed for use in long-term care settings. For example, there are several assessment tools that may be used to determine a resident's risk of developing pressure ulcers, such as the Norton scale (Norton et al 1962) , the Waterlow score (Waterlow 1996) and the Braden scale (Bergstrom et al 1987a) . The most commonly used tools to identify the resident's risk of malnutrition are: the Short Nutritional Assessment Questionnaire for Residential Care (SNAQRC) (Kruizenga et al 2010) , the Malnutrition Universal Screening Tool (MUST) (British Association for Parenteral and Enteral Nutrition (BAPEN) 2011), and the Mini Nutritional Assessment (MNA) (Vellas et al 2006) . When assessing risk of falls, the most commonly used tools are: the Falls Efficacy Scale (FES) (Tinetti et al 1990) and the Falls Risk Assessment Tool (FRAT) (Department of Health and Human Services 1999).
The availability of such a range of scales may mean that it is difficult to decide which assessment tool is suitable for which purpose (Eichhorn-Kissel 2011) . Therefore, it is important for nurses to evaluate the assessment tools available to determine which is most appropriate and useful for their patient or resident group and clinical setting. Risk assessment involves calculating two areas relating to risk: the extent of the potential loss and the probability of this loss occurring. However, these areas can be difficult to measure. Therefore, the instructions of an assessment tool can provide information that may help nurses to determine the absence ('not at risk') or presence ('at risk') of risk factors for developing care complications.
TIME OUT 2
Discuss with colleagues the importance of the risk assessment tools used in your clinical setting in determining the absence ('not at risk') or presence ('at risk') of risk factors for a care complication.
Clinical reasoning
Clinical reasoning assists nurses in deciding appropriate care for a patient or resident. Clinical reasoning is an ongoing and cyclical process of assessment, risk identification, determining and planning interventions, monitoring and evaluation (Figure 1 ). It is used to understand a patient or resident's healthcare needs and circumstances, and thus provide effective care.
For nurses working in care homes, the clinical reasoning process should commence when the resident is admitted. Following the resident's admission to a care home, the resident and the nurse should communicate and work cooperatively to identify the resident's needs for nursing care. Determining which care complications are present and which care complications may develop during a resident's stay in the care home are aspects of this assessment.
The nurse should assess the presence and extent of the resident's actual and potential care needs and review their state of health. Assessment is necessary and valuable, providing essential information for individual care planning and to support the clinical reasoning process (Bartholomeyczik 2009 ).
BOX 1. Definitions of the most common care complications
Pressure ulcer -a localised injury to the skin and/or underlying tissue, usually over a bony prominence, as a result of pressure, or pressure in combination with shear.
Malnutrition -often caused by less than normal food intake or enhanced need. It is indicated by unintentional weight loss, combined with a body mass index (BMI) lower than 18.5, or for those aged 65 years and over a BMI lower than 20.
Falls -an unintentional change in position that results in a person coming to rest on the ground or other lower level. (Halfens et al 2011 , National Pressure Ulcer Advisory Panel et al 2014 evidence & practice / CPD / risk assessment Nurses should not only attend to the actual care needs and health problems of the resident, but also explore ways of preventing further healthcare difficulties by identifying potential needs and health conditions. This is particularly important when these healthcare difficulties increase the risk of care complications. Risk factors in care homes include: increased age, cognitive impairment, physical impairment and comorbidities that adversely affect healing or recovery, such as cardiovascular conditions and malnutrition.
Nurses should use risk assessment tools to gain information about the risk of a resident developing care complications (Schuurmans et al 2012 on best practice; the strength of these recommendations depends on the scientific evidence obtained from research. These recommendations should be linked to local policies and care home procedures. They should be implemented as part of the clinical reasoning process, and should be suited to meet the needs of the individual resident. After determining the appropriate interventions for a resident, these should be recorded in their care plan. Regular monitoring of the effects of interventions is important to determine if they contribute to the prevention and treatment of care complications, as documented in the care plan. Dependent on the outcome, the clinical reasoning process may be repeated.
TIME OUT 3
Compare the schematic representation of clinical reasoning in Figure 1 with the decision-making process used in your organisation. List the similarities and differences and discuss these with one of your colleagues.
Pressure ulcers Assessment
The most commonly used pressure ulcer risk assessment tools are the Norton scale (Norton et al 1962) , the Waterlow score (Waterlow 1996) and Braden scale (Bergstrom et al 1987a) . Table 1 shows a comparison of these tools. It is recommended that a skin assessment is included as part of risk assessment screening for pressure ulcers, since this can indicate early signs of pressure damage. A full skin assessment consists of an assessment for localised heat, oedema and induration (hardness) (NPUAP et al 2014) . Guidelines for preventing and treating pressure ulcers are available from NICE (2014) and NPUAP et al (2014) .
Prevention
Pressure ulcers are caused by pressure. Therefore, the most effective way to prevent pressure ulcers is to reduce or relieve potential pressure, for example using a pressure-relieving mattress or cushions and regularly changing the resident's position (Halfens et al 2011) . Preventive skin care measures should be undertaken, following a skin assessment. Skin care involves protecting the skin from pressure ulcer development. This may include avoiding positioning the individual onto a surface of their body that is still reddened from a previous episode of pressure loading, and avoiding vigorous rubbing of skin at risk of pressure ulceration.
Regularly changing the resident's position to relieve or redistribute pressure is another preventive measure that should be performed at agreed intervals. It is also important to prevent dehydration and malnutrition, since unintentional weight loss, undernutrition and dehydration are known risk factors for pressure ulcer development (Dorner et al 2009) . The use of barrier cream is an additional preventive measure (Halfens et al 2011 , NICE 2014 , NPUAP et al 2014 
TIME OUT 4
Sandra is 80 years old, and was recently admitted to a care home following a hip replacement. She developed a venous ulcer in the lower part of her leg. Skin assessment shows that her leg is oedematous, feels warm and that the wound has an irregular border and shape. What preventive and treatment measures would you discuss Comprises five risk factors that are rated on a scale of 1 to 4, with 1 representing the most severe condition. It is calculated as the total of the scores in all five areas. A score <14 indicates a high risk of pressure ulcer development. Braden scale (Bergstrom et al 1987b) Comprises six risk factors. Possible total scores range from 6 to 23, with low scores signifying higher risk. The precise score that signifies an individual being 'at risk' varies; this may be between 16 and 18, depending on the clinical setting in which the tool is used. The Waterlow score identifies seven risk factors. This results in a possible total score ranging between 4 and 40. High scores signify a high risk of pressure ulcers. A score of ≥10 = at risk, ≥15 = high risk; ≥20 = very high risk.
Build or weight for height 
Malnutrition Assessment
Older people are at increased risk of malnutrition. A large survey of older people in the UK found that 37% of those who had recently moved into care homes were at risk of malnutrition (Russell and Elia 2015) . The main reasons for malnutrition are insufficient energy intake and weight loss, which can lead to increased functional impairment and increased care dependency (Tannen and Lohrmann 2012) (Table 2) .
Prevention
The Department of Health, Social Services and Public Safety (2015) state that nurses should regularly discuss the resident's preferences for food and drinks with them; ensure the menu offers residents a choice of meals; serve food in a way that it is appealing to residents; use suitable portion sizes for meals and present meals according to the habits and wishes of the resident; and provide appropriate assistance with meals in a discreet, unhurried and sensitive manner. In addition to these daily care activities, NICE (2012) quality standards, Nutrition Support in Adults, recommend that resident's height and weight are monitored and their body mass index (BMI) is calculated. To identify malnutrition at an early stage, regular screenings for weight loss should be carried out (NICE 2012) .
It is important to raise awareness among residents, relatives and staff of tools and strategies to prevent malnutrition, and to work cooperatively with residents, relatives, The Short Nutritional Assessment Questionnaire for Residential Care (SNAQRC) is a quick and easy screening instrument which can be helpful to identify malnutrition. The SNAQRC traffic-light system combines measurement of the resident's body mass index (BMI) with the following questions:
» Did you lose weight unintentionally?
1. More than 3kg in the last month (red) 2. More than 6kg in the last 6 months (red) » Are you only capable of eating and drinking with help? (orange) » Have you experienced a decreased appetite over the last month? (orange) A red score (yes to questions 1 and/or 2 or a BMI <20) alerts healthcare staff to consider consulting a dietician in the treatment of the resident. An orange score (yes to questions 3 and/or 4 or a BMI of 20-22) alerts healthcare staff to increase monitoring of the food intake of these residents and their weight. A green light (no to all questions and a BMI of 22-28) indicates the patient is considered 'safe' and no action is required.
Malnutrition Universal Screening Tool (British Association for Parenteral and Enteral Nutrition 2011)
The Malnutrition Universal Screening Tool (MUST) is widely used and comprises three components to be scored: BMI, unplanned weight loss, and acute disease. The overall risk can be calculated by totalling the scores: 0: no risk, score 1: medium risk, and score 2 or more: high risk of malnutrition. Among care home residents who had been admitted in the previous 6 months, the prevalence of malnutrition (medium and high risk using the MUST) was 35% (Russell and Elia 2015) .
Mini Nutritional Assessment (Vellas et al 2006)
The Mini Nutritional Assessment (MNA) is an 18-item questionnaire that identifies patients at risk of malnutrition and provides information for planning interventions. The Mini Nutritional Assessment Short-Form (MNA-SF) is a six-item screening tool which the European Society for Clinical Nutrition and Metabolism recommends for use in older adults (Kaiser et al 2009) . Nutritional status should be evaluated using a two-step process, starting with the MNA-SF (Vellas et al 2006) . If the MNA-SF score is greater than 12, the resident is considered to have an acceptable nutritional status. However, if the score is less than 12, the full MNA should be completed. The MNA total score identifies three categories for older adults: normal nutritional status (24 to 30 points); at risk of malnutrition (17 to 23.5 points), and malnourished (less than 17 points). healthcare staff and catering staff to deliver individualised care. Nurses should monitor and evaluate the effects of care and support in terms of the resident achieving a healthy weight (Malnutrition Task Force 2013).
TIME OUT 5
Find out which guidelines for malnutrition are used in your organisation. What interventions would you consider implementing for a resident who appears malnourished? Treatment Significant changes in weight should be reported to an appropriate healthcare professional for advice. If the resident experiences unintentional weight loss of ≥5% in 1 month or ≥10% over the last 3-6 months, further treatment interventions should be planned (Stajkovic et al 2011) . Halfens et al (2011) recommended a protein-rich diet, energy-enriched snacks in-between meals and supplementary oral nutrition, for example liquid nutrition and supplements. Two complications require particular consideration: swallowing difficulties and the risk of choking. Measures for treating these risks include ensuring appropriate positioning of the resident while they are eating (sitting upright, not tilted back or slumped to the side); supervision for safe eating; providing small pieces, pureed, minced or moist foods and adequate hydration (Sayadi and Herskowitz 2010) . Dietary recommendations should be based on a referral to a dietician. In exceptional cases, when a resident is unable to eat or drink, enteral or parenteral feeding may be prescribed.
Falls Assessment
Older people may be at increased risk of falls as a result of chronic health conditions, such as heart disease, dementia and low blood pressure, and impairments, such as poor vision or muscle weakness (Neyens 2007) . Fall and fall-related injuries often have negative effects on residents. These include decreased mobility, restrictions in daily activities, increased dependency on others and serious injury, for example a hip fracture. These effects may reduce the resident's quality of life. In care homes, fall risk factors can be divided into two categories: intrinsic and extrinsic (Neyens 2007) . Intrinsic risk factors are those attributed to the resident's state or health conditions, and include advanced age, high level of dependency, previous falls, muscle weakness and health conditions. Extrinsic risk factors are those attributed to the environment, and include raised thresholds, stairs, low or inadequate lighting, slippery floors and inappropriate footwear (Neyens 2007) . Two tools are available to assess falls risk in long-term care settings: the Falls Efficacy Scale (Tinetti et al 1990) and the Falls Risk Assessment Tool (Department of Health and Human Services 1999) (Table 3) .
In long-term care settings almost every resident is at high risk of falls (Perell et al 2001) . Therefore, a falls risk screening may not be beneficial. When identifying the prevalence of falls, the International Prevalence Measurement of Care Problems protocol uses simple screening that asks the resident how often they have fallen in the last 30 days (van Nie-Visser et al 2013).
TABLE 3. Risk assessment tools for falls
Falls Efficacy Scale (Tinetti et al 1990)
The Falls Efficacy Scale (FES) is a 10-item scale to assess the level of confidence individuals have performing daily activities without falling. These activities include: bathing or showering, reaching into cabinets or closets, walking around the house, preparing meals and personal grooming. This tool is targeted to the older adults who may have fears of falling that could affect their performance of activities. Each item is rated on a scale of 1 to 10, with '1' indicating very confident and '10' indicating not confident at all. A score of ≥70, out of a total score of 100, indicates that the individual has a fear of falling. 
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For related CPD articles visit evidenceandpractice.nursingstandard.com volume 31 number 2 / 7 September 2016 / 61 Prevention The aim of falls prevention is to minimise the risk of falls and fall-related injuries. Care homes have a duty to establish an adequate and effective fall prevention policy to decrease the number of falls and fall-related injuries. Guidelines on falls prevention, Falls in Older People: Assessing Risk and Prevention (NICE 2013), provide recommendations for assessment and prevention measures that can help nurses to develop ways to reduce falls in their patient or resident group and clinical setting. These include what to do after a resident has a fall and how to document fall incidents and near-fall accidents. It is important to note that fall prevention guidelines are only effective if they are integrated within daily care.
Measures to prevent this care complication can be divided into two categories: general fall prevention measures, which are institution-related, and specific fall prevention measures, which are residentrelated. The focus of institutional preventive measures may be on continual vigilance to prevent fall incidents, such as ongoing considerations for fall prevention in daily care, safe lifting and transfer techniques and the safe use of assistive and protective devices (Neyens 2007) . Creating a safe environment is another institutional prevention measure which may include: creating spacious and safe walking areas, placing handrails at strategic points, effective lighting and an alarm system (Neyens 2007) .
Specific fall prevention measures should be tailored to the resident's needs. Exercise programmes that focus on balancing, walking and muscular strength training are recommended to prevent first and recurrent falls. Assistive devices such as sticks, walking frames, wheelchairs and personal alarm systems can be helpful in preventing falls. The intake of calcium and vitamin D supplements is also an effective strategy for reducing falls and should be incorporated into the clinical practice of care homes (Kalyani et al 2010 , NICE 2013 . Vitamin D may reduce the risk of falls in older adults through an improvement in muscle function and strength, and it is generally accepted that a supplementation with vitamin D and calcium should be added to treatments for osteoporosis (Ringe 2012) . The nurse's clinical judgement gained through ongoing observation of the resident, should be used in combination with information identified from the falls-risk screening (The Victorian Quality Council 2004) . Treatment Serious injuries as a result of falls, such as a hip fracture, necessitate admission to a hospital emergency department. After the resident is discharged from the hospital, their treatment will be continued in the care home. Treatment of falls should be primarily preventive. However rehabilitation is fundamental to improve the resident's motor skills, postural control and muscle strength (Pasquetti et al 2014) . Education is an important aspect of rehabilitation, and may include providing information about how to cope with the fear of falling and how to use ergonomic and assistive devices correctly.
TIME OUT 6
What information would you discuss with a resident to encourage them to adopt measures to prevent falls? Include an explanation of how fall prevention measures work and how they benefit residents. 
Conclusion

TIME OUT 7
Now that you have completed the article, you might like to write a reflective account as part of your revalidation. The answers to this questionnaire will be published on 21 September
The answers to SAQ 858 on intravenous cannulation, which appeared in the 24 August issue, are:
